Advances in medical treatment combined with changes in the demographics of persons who are becoming infected with autoimmune deficiency syndrome (AIDS) have transformed this illness from a rapidly progressing to a chronically disabling condition in a short period of time. This paper describes the development, implementation, and outcomes of a program of vocational services for persons with AIDS. This program was studied using a single group design, in which participatory action research strategies were used to investigate and improve the program as it unfolded. In addition to examining the overall outcomes of services, the study aimed to discover which components were most helpful to participants and which participants were most likely to benefit from the program.
T he advent of new combination drug therapies in the 1990s dramatically decreased mortality due to human immunodeficiency virus (HIV) in the United States (Feinberg, 1997; Hogg et al., 1997 ; Centers for Disease Control and Prevention [CDC], 2000) . These medications have also improved the health of persons living with autoimmune deficiency syndrome (AIDS). Although limited evidence exists about the functional status of persons with AIDS, it appears that there is a wide variation in the course of illness and the onset and extent of impairment in persons living with AIDS (Keeling, 1993) . Some individuals with AIDS have remained essentially asymptomatic, while others have experienced mild to severe cognitive and psychomotor impairments (Auerbach, 1993) .
In addition to possible physical or cognitive challenges, people living with AIDS increasingly face significant emotional, psychological, and social obstacles to full involvement in daily activities (Chesney & Folkman, 1994; Dworkin & Pinchu, 1993; Weitz, 1990) . Approximately 30% of the new AIDS cases in the United States result from intravenous drug use (CDC, 2000) . A national study of persons living with AIDS indicated that 41% have been homeless, 27% are receiving drug or alcohol treatment, and 38% had mental illness (AIDS Housing of Washington, 1999) . Because AIDS has been transformed from a rapidly progressing to a chronically disabling condition in a short period of time, there is a lack of service models designed to address the occupational needs of this population. One such lack is the absence of vocational services tailored for persons with AIDS. A few studies (Brooks & Klosinski, 1999; Grierson, de Visser, & Bartos, 2001; McReynolds & Garske, 2001; Salz, 2001; Sebesta & LaPlante, 1996; Yallop, 1999) have documented the following obstacles typically faced by persons with AIDS who wish to return to work: (a) problems of physical health and function, (b) psychosocial challenges related to ongoing adjustment to the illness and stigma associated with AIDS, (c) the lack of work-related skills, experience, or training, and (d) the difficulties of maintaining or obtaining health benefits if employed.
AIDS service organizations in major metropolitan areas across the United States have recognized the need for vocationally oriented services (http://www.apla.org/apla/ worksvcs/workindex.html retrieved on 2/27/03; http: //www.gmhc.org/programs/care-management.html retrieved on 2/27/03; http://www.ucsf-ahp.org/ retrieved on 2/27/03). However, the typical services offered are limited to providing participants with information on issues related to return to work such as the Americans With Disability Act (ADA), preparing a resume, and the impact of returning to work on public benefits. This information is usually shared in the form of "fact sheets" from organizations, Web sites, or through support groups. Although such information sharing is certainly useful for persons considering employment, the challenges faced by persons with AIDS warrant a broader array of services. Documentation of vocational rehabilitation for people living with AIDS is limited and focuses primarily on descriptors of program elements. No comprehensive program of vocational services for persons with AIDS has been reported in the literature. As might also be expected, programs for this population mirror vocational rehabilitation programming for other populations and most often include services such as vocational assessment, benefits counseling, ADA education and training, emotional support and counseling, and referral to programs to provide specific skills training (Brooks & Klosinski, 1999) .
No studies documenting the outcomes of vocational rehabilitation programs specifically for persons living with AIDS have been published to date. Programs for persons with other diagnoses that share some of the challenges faced by persons with AIDS report outcomes for those who completed programs ranging from 48% to 70%. These include outcomes for persons with visual impairments (48%), severe mental illness (50%), cognitive impairments (62%), and brain injury (70%) (Beadles, McDaniel, & Waters, 1994; Buffington & Malec, 1997; Chandler, Levin, & Barry, 1999; Mann & Svorai, 1994) . This paper describes a study in which we developed and evaluated a comprehensive program of vocational services for persons with AIDS. The idea for this program first emerged from the observations of case managers at a community health center. Case managers observed that their participants with AIDS were, in general, experiencing better health and functional status that allowed them to consider working. However, along with their desire to work, these participants voiced many concerns about perceived challenges and barriers to working. Based on this anecdotal information, the health center conducted a community survey of persons with AIDS to identify their perceptions of needs for vocational services. The survey results were used as the basis for proposing a pilot vocational program funded by the National Aids Fund. 1 We conducted this pilot program and then partnered with the community health center to submit a successful proposal for a 3-year research and demonstration project. 2 With federal funding, we developed, implemented, and evaluated the outcomes of a comprehensive program of vocational services, Employment Options, for persons with AIDS. Two occupational therapists and a vocational placement specialist delivered the services.
The Program of Services
The Employment Options program of services was based on concepts from the Model of Human Occupation (MOHO) (Braveman, 2001; Braveman, Kielhofner, Belanger, Llerena, & de las Heras, 2002; Braveman, Sen, & Kielhofner 2001; Kielhofner, 2002) . We first used the model to conceptualize the volition, habituation, performance capacity, and environmental challenges to working faced by persons with AIDS (Table 1) . Because there is very little literature on the functional or vocational status of persons living with AIDS, our conceptualization was based on: (a) the survey of clients conducted by the community health center, (b) information from the center's case managers of clients with AIDS, and (c) the pilot study noted above. Next, we identified services with which we would address the challenges of the participants (Table 1) .
After developing our conceptualization of participant challenges and the corresponding program services, we organized the services into a 4-phase program.
Program Phases
The program was designed to support participants moving through a continuum of development of volition, habituation, and performance capacity. Each of these stages also had different implications for the kind of environments in which service took place and the kinds of environmental resources, opportunities, and supports that would be provided to participants.
The aim of phase one, which lasted 8 weeks, was to provide opportunities for self-assessment and refinement of vocational choice, development of job relevant skills and habits, gathering critical information about returning to work, and experiencing a community of emotional support for return to work. Participants were initially screened to establish their appropriateness of the program for them and to determine necessary problem solving and resources to support program attendance (e.g., childcare, transportation). Participants were accepted into the program if they had a genuine interest in exploring the possibility of achieving employment and were willing to participate in a structured program of service, and were not actively abusing substances. On entry to the program, each participant first participated in a comprehensive assessment process. All participants completed the second version of the Occupational Performance History Interview (OPHI-II) , the Worker Role Interview (WRI) (Velozo, Kielhofner, & Fisher, 1998) and the Occupational Self Assessment (OSA) (Baron, Kielhofner, Goldhammer, & Wolenski, 1999) . Additional assessments focused on performance capacity were sometimes done on an individual basis. The assessment process was collaborative in that therapists assisted participants to discover their own strengths and limitations, and to clarify their own values and interests. In this way, the assessment process supported participants' volition and led each participant to develop individual goals and plans. Each participant's involvement in the program at this first phase was tailored to address these goals and plans.
During this phase, all participants attended weekly group sessions. The content of these sessions included selfassessment, vocational planning, job search, and job skill development exercises. Group sessions also included information sharing related to coping in the workplace, economic implications of returning to work, health and disability benefits, the ADA, and other logistics of return to work. Participants could receive individual therapy sessions that included such things as developing skills, clarifying occupational choices, coaching on ongoing goal setting and problem solving, and managing time. Peer mentoring and support was available. Participants could also participate in work task experiences. Although each participant's schedule was unique, each person developed a structured schedule to support development of the daily habits needed to support a vocational role.
The aim of phase two was to provide opportunities to reacquire productive roles through volunteer positions, internships, and temporary work experiences. This phase was designed to assist participants to face and cope with the challenges associated with working and to develop confidence in their ability to manage the routine of working. Each work, training, or volunteer placement was designed • Education/consultation for potential/actual employers of our participants • Offering employers the National AIDS Fund's "A Positive
Workplace" training program (Breuer, 1997) so that participants received assessment and feedback concerning job performance. When needed, project staff collaborated with the volunteer or work supervisor to assure that the participant was receiving appropriate supervision and to support the supervisor in responding to any challenges. Job coaching was offered as needed to facilitate adjustment to the worker role. During this time, participants could continue participation in some components of the group program outlined in phase one. The aim of phase three was to support successful employment. Participants were either placed in paid jobs developed by the project or assisted to apply for and secure employment. Job analysis, and adaptation, as well as on-site job coaching of the participant was to be provided as needed. Participants, who reported challenges adjusting to the work environment, were assisted in making personal adjustments to the workplace and in requesting reasonable accommodations. Employer education and consultation was provided as needed. Finally, participants could take advantage of individual meetings with project staff for ongoing support and training.
The fourth phase aimed to sustain participant employment. It consisted of long-term follow-up and support. Because AIDS is a chronic condition and periods of illness or functional limitation may occur, project staff was available to intervene and provide support as needed. Consequently, ongoing contact and periodic support through group meetings with others or with staff or with both was offered.
Research Design
As already noted, the purpose of our study was both to develop and to examine the outcomes of the Employment Options program. We used participatory action research (Balcazar, Keys, Kaplan, & Suarez-Balcazar, 1998; Reason & Bradbury, 2001 ) strategies to examine and improve the program as it unfolded. As information was gathered and analyzed, insights about how well the program met participant needs were used to further enhance the services. In order to examine the outcomes of services, we employed a single group design in which the rate of positive outcomes for participants who entered the program served as an index of the program's success.
Participant Recruitment
The participants for this study were recruited from a community health center, other public and private community agencies, residential facilities, and outpatient medical programs that served persons with AIDS. As such, the sample is one of convenience. Potential participants learned about the study from written materials, caseworkers, and other health providers; they referred themselves to the project. When potential participants contacted us, the program and study were explained and informed consent 3 was obtained. Criteria for admission to the study were a diagnosis of AIDS and an expressed desire to achieve employment.
Procedures
Two occupational therapists provided the individual and group services throughout the four program phases. A vocational placement specialist was responsible for much of the workplace training and services. Although all participants who agreed to participate in the study were enrolled in the first phase of the program, participant involvement in phases two-four was highly individual and tailored to each person's needs and desires. Because participants varied in their readiness for and pace of change and experienced health problems and other circumstances that affected their progress, they moved through the last three phases in quite different ways. For example, the second phase of the program lasted a month for one person and 8 months for another. Additionally, participants sometimes moved back and forth between phases and took "leave" of the program for a period as changes in health status and life circumstances dictated. Still other participants completed the first phase of the program and proceeded immediately to employment (phase three of the program).
Study Questions and Data Collection
The study was designed to address the following questions related to program outcomes:
• What is the rate of program completion?
• What is the rate of successful outcomes for clients who completed the program? • What initial participant characteristics are the best predictors of program completion and successful program outcomes? Data collection included gathering of baseline demographics and periodic interviews with participants. The first interviews consisted of the OPHI-II Kielhofner, Mallinson, Forsyth, & Lai, 2001 ). This interview served as part of the initial assessment process as well as providing baseline data. Subsequent interviews were conducted at 6, 12, 18, and 24 months after enrollment.
These interviews were open-ended, focusing on perceptions of personal progress and experiences in the program, the participant's occupational status at the time, and factors that influenced the participant's outcome.
All data were collected by the two occupational therapists who provided services to the participants. These therapists were trained in how to conduct the OPHI-II inter-view and in scoring the OPHI-II scales (occupational identity scale, occupational competence scale, and occupational behavior settings scale). The therapists scored the scales for the interviews when they were administered at baseline. In addition, the therapists created narrative slopes for each participant. The narrative slope (Gergen & Gergen, 1988; Johnsson, Josephsson, & Kielhofner, 2000 visually portrays how the respondent's life has unfolded. All of the major life events shared by the respondent are plotted on a timeline in chronological order. Each event is located above or below an average line to indicate how much better or worse life got as a function of that event. As such, the narrative slope is a qualitative interpretation of the respondent's life narrative illustrating the impact of life events relative to one another.
The narrative slopes completed by the two therapists were later classified into one of three patterns (see Figure 1 ) identified in previous research (Braveman & Helfrich, 2001; Gergen & Gergen, 1988; Jonsson et al., 2000) . Each pattern (regressive, progressive, and stable) reflects where the respondent thinks his or `her life has been and is headed. In a regressive narrative, there is a clear and sustained downward turn (i.e., change for the worse) in life. Progressive narratives demonstrate a clear and sustained upward turn (i.e., change for the better). Stable narratives are characterized by a pattern in which things remain essentially the same over time. Two raters not familiar with the participants independently classified the narrative slopes completed by the therapists. This classification was based on the overall shape of the slope and on the nature and significance of life events illustrated by the slope. The two raters initially classified the slopes into one of the 3 categories with 78% agreement. The remaining 22% were reviewed and classified by consensus.
Statistical Analysis
Raw data on demographic and outcome variables, as well as OPHI-II scaled scores (i.e., person measures derived from the original scores assigned on the scales and converted to interval measures through Rasch analysis Wright & Linacre, 1989] ), were entered into Microsoft Excel by research assistants and then later imported into SPSS Version 10.0 (SPSS, Inc., 2000) for analysis. After the initial data entry, frequency distributions and univariate analyses were run on all of the variables to identify outliers and illegal values. Potential errors were checked against raw data and errors were corrected in the master data set prior to analysis. None of the variables had missing values greater than 3%.
To identify characteristics of participants, frequency distributions and descriptive statistics were run on all of the baseline variables (i.e., demographics and OPHI-II scale scores). For the purpose of analysis, program completion was defined as completing at least the first phase of the program, since participation in the later phases depended on the participant's characteristics and only phase one was common to all participants who stayed in the program. Among individuals who completed the program, a successful outcome was defined as regularly volunteering, being in school, or achieving employment at any of the follow-up points (i.e., 6, 12, 18, or 24 months after enrollment). They were considered unsuccessful if they did not achieve any of these outcomes at any of the follow-up points.
A series of bivariate analyses (i.e., chi-square and t test) were conducted to determine if any of the following baseline variables were associated with a successful versus an unsuccessful outcome: age, sex, other physical diagnosis besides HIV or AIDS, mental health history, history of substance abuse, history of incarceration, the OPHI-II scale scores, and the OPHI-II narrative slope (stable, progressive, regressive). The purpose of these analyses was to reduce the number of variables that were later considered for entry into the logistic regression model that addressed the question about the prediction of successful versus nonsuccessful outcomes. This is an acceptable approach to selecting variables for a regression analysis when it is necessary to limit the number of independent variables because of the small sample size (Katz) .
Logistic regression analysis is commonly used when the outcome is binary as in this study (i.e., successful versus nonsuccessful outcomes). It is a direct probability model that determines the effect of each independent variable while simultaneously controlling for the effects of all other independent variables. The results of a logistic regression analysis (00 values, odds ratios, and confidence limits for each variable) indicate which variables from a set of potential predictor variables have an independent influence on the probability of the outcome variable as well as the extent of that influence (Katz, 1999) . Odds ratios greater than 1.00 indicate a greater probability of the outcome, whereas odds ratios less than 1.00 indicate a lesser probability (Katz, 1999) .
Results

Characteristics of Those Who Enrolled in the Program
We enrolled 129 participants in the program. The average age of participants was 41 years; they ranged in age from 24 to 61 years. As shown in Table 2 , the majority were men and either White or Black. Educational backgrounds ranged widely, though most participants had education beyond high school. Thirteen percent of the participants had been previously incarcerated, 9% had been domestic violence victims, and 44% had substance abuse histories. In addition to their AIDS diagnosis, 84% had a history of mental illness and 26% had another chronic physical illness or disability. Therefore, most participants had multiple impairments and psychosocial challenges in addition to their AIDS diagnosis.
Program Completion Rates and Success
Of the 129 persons who enrolled and began the program, 39 (30%) did not complete the program (i.e., dropped out before finishing phase one). Reasons for not completing the program included becoming ill, deciding a vocational goal was not realistic or desirable, relapse to substance abuse, and difficulty maintaining a routine to come to the program. Additionally, some participants who stopped coming to the program could not be contacted.
Of the 90 participants who completed the program, 60 persons (67% of those who completed the program) achieved a successful outcome; 50 achieved employment, 2 chose to return to school, and 8 chose to participate in a volunteer position or internship (see Table 3 ). Across all participants, we saw a variety of different patterns of outcomes at the 4 time points (6, 12, 18, and 24 months after enrollment). For example, 13 participants were not employed, in school, or volunteering at 6 and 12 months, but were employed at 18 and 24 months, indicating that some participants took more time to enter the job market. Conversely, 13 participants who were employed at 6 months were unemployed by the 12-month period, indicating that they were unable to sustain employment or chose not to continue employment. Sixteen of the participants who completed the program were too sick to work or were involved in school or volunteerism during at least one of the time points, also indicating that a substantial portion (18%) of the participants continue to have serious health problems that interfere with work. Of the 83 participants for whom we had data at 12 months or more, 4 had died.
The remaining participants demonstrated highly variable patterns, which underscores the heterogeneity of outcomes over time in this population.
Characteristics Associated With Success
As explained in the analysis section of the methods, we examined a number of factors that might have differentiated those who achieved success through Employment Options (i.e., work, school, or volunteering) compared to all other participants using bivariate statistical techniques. The only factor that differentiated the participants was a history of mental illness, which increased the likelihood of a successful outcome (x2 = 5.12, df = 2, p = 0.02). This variable was entered together with the OPHI-II narrative slope variable into a logistic regression model. While the OPHI-II narrative slope variable was not significant at the bivariate level, it was felt to be an important variable to consider in the regression analysis and therefore was included.
As shown on Table 4 , in regression analysis, persons with regressive slopes were a referent group as well as people without a history of mental illness. The odds ratios produced by the logistic regression compare the other groups to these referents (e.g., progressive to regressive; stable to regressive; with mental illness to no mental illness). The odds ratios show that persons with a progressive slope were more likely to experience a positive outcome through the Employment Options program (odds ratio = 2.61, 95% confidence limit = 1.10-6.23) compared to persons with a regressive slope, but there is no statistically significant difference in the likelihood of having a positive outcome between persons with a regressive versus a stable slope. Because of the way logistic regressions set up the referent categories, there is no direct comparison of persons with a progressive slope versus a stable slope. Table 4 also shows that persons with a history of mental illness were more likely to have a successful outcome compared to persons without a history (odds ratio = 3.14, 95% confidence limit = 1.03-9.60). Table 5 provides more detail concerning the program participation and outcomes associated with regressive, stable, and progressive narrative outcomes. Notably, persons with regressive narratives failed to complete the first phase at a rate more than twice that of persons with progressive narratives, while the latter were almost twice as likely as the former to achieve positive outcomes.
Discussion
This paper reported a project in which we developed, implemented, and evaluated the outcomes of a program of vocational services for persons living with AIDS. One important limitation of the study was that we had no control group with which to compare the outcomes of the program. Therefore, one must consider the patterns of participation and outcomes with reference to this participant group's characteristics and with reference to the outcomes of other vocational programs serving persons with multiple impairments and challenges. Of our total sample of 129 persons who initially enrolled in this program, 60 participants (46.5 %) achieved positive outcomes and fifty of these achieved employment.
One third of those who enrolled in the program dropped out or were lost to the study. Many factors (including illness, the participant's narrative, and environmental circumstances) contributed to their dropping out of the program. Anecdotal data also indicated that for some participants attending a program that took place some distance from their place of residence and which began immediately with vocational goals was too challenging.
Fifty-six percent of program completers attained employment and an additional 11% either returned to school or took on volunteer work. While there are no published figures on the extent of employment among persons living with AIDS that might provide a basis of comparison, it can be noted that the results were achieved among a cohort of participants who were unemployed when they came to the program and who felt they needed assistance to achieve employment. Most had not been working for extended periods or had inconsistent work histories or both. Moreover, as noted in the findings, the majority of participants not only had AIDS, but also one or more other risk factors such as mental or physical illness-impairment. Qualitative feedback from our successful participants indicates that they consistently attributed their positive outcomes to the support and services of the program.
As we noted earlier, the range of positive outcomes from vocational programs for other client groups that share some characteristics with clients in the present study ranged from 48% to 70% (average = 57%) (Beadles et al., 1994; Buffington & Malec, 1997; Chandler et al., 1999; Mann & Svorai, 1994) . Our employment outcomes (56%) are comparable to the average (57%) reported for these groups of vocational program participants. Given the multiple impairments and social problems of this cohort of persons with AIDS, the Employment Options program appears to have achieved the rate of success as good as that reported in the literature for well-developed programs.
A number of factors besides the program also affected outcomes of those who completed the program. These included the health status of the participants and participant decisions that work was no longer desirable-most often because they felt it would negatively affect their health or financial status. Finally, some participants, whom we were unable to contact for follow-up, may actually have achieved positive outcomes. We conservatively classified them in the group without documented positive outcomes.
Two participant characteristics were associated with outcomes. First, participants with mental illness were more likely to have positive outcomes than those without mental illness. We examined the characteristics of the 21 participants without a history of mental illness and no single factor accounted for their lower rate of successful outcomes. Several factors uniquely configured in each participant likely contributed to the outcomes. For example, twice as many of the people without mental illness had not completed high school, which may have placed those participants at a greater disadvantage.
The findings concerning participants' narratives and their relationship to program participation and outcomes are consistent with arguments in the occupational therapy literature suggesting that the occupational narrative shapes the direction of a person's life in as much as it reflects how the person interprets life and is motivated to act (Helfrich, Kielhofner, & Mattingly, 1994; Jonsson, Kielhofner, & Borell, 1997; Mattingly, 1991; Mattingly & Fleming, 1994) . The findings on narratives also raise further questions to be explored in the future. For example, nearly a third of those who came in the program with regressive narratives achieved success. This raises questions about what factors contributed to those who were and were not successful after entering the program with a regressive narrative. Future research should contribute to better understanding the kinds of intervention strategies that reduce the likelihood of those with regressive narratives from having undesirable outcomes in the program.
Conclusion
This study provided evidence about the characteristics of participants in a program of vocational services, and about the types of outcomes (vocational and other productive roles) that were achieved. The major weakness of this study was the lack of a control group. With a newly funded grant from the National Institutes of Disability and Rehabilitation Research, we are undertaking a 3-year controlled study of the outcomes of a combined independent living and vocational program for persons with AIDS in transitional living settings. This program, which is also based on the model of human occupation, utilizes many of the elements of the previous program in combination with more basic supportive and life skills oriented services. The control group design of this next study will generate more definitive evidence about the impact of our services on employment and participation in independent living and community life. Thus, the current study has not only generated initial evidence about the impact of occupational therapy vocational services for persons with AIDS, but also provided a foundation for ongoing research.▲ 
